Pleural abrasion and pleurectomy can prevent recurrent pneumothorax and hemothorax in these patients but cannot affect catamenial chest pain and hemoptysis. Hormonal suppression has been successful in only 40 percent of patients. Hysterectomy with bilateral salpingooophorectomy, the definitive treatment for thoracic endometriosis, may not be effective if estrogen replacement is commenced soon after surgery as occurred in our patient; delaying hormonal replacement therapy by several months should provide adequate time for the regression of ectopic endometrial tissue. Chemical pleurodesis with talc insufflation at thoracoscopy or minocycline, doxycycline, or talc slurry instillation via a chest tube should be considered as the initial treatment for catamenial pneumothorax and hemothorax even with intact ovarian function or hormonal replacement therapy. Pathophysiologically, intrathoracic lymph nodes are probably infected in every case of pulmonary tuberculosis.' In children2 and HIV-infected patients,3 these nodes are usually or often clinically apparent. In HIVnegative adults, however, the nodes usually remain clinically silent.
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When treating pulmonary tuberculosis, it is important to be aware of the extensive area of lymphatic drainage from the affected lung (hilar, subcarinal, paratracheal, deep cervical, and abdominal nodes) and the potential complications from these nodes.
We present a patient with documented pulmonary tuberculosis, whose nodal involvement became dramatically apparent when she suffered a sudden enlargement of a left deep cervical node with symptomatic impingement on her trachea during therapy and enlargement of a contralateral deep cervical node after completion of therapy. 
CASE REPORT

